who had recently suffered an acute myocardial infarction: those with psychiatric morbidity antedating the infarction, those with psychiatric morbid ity immediately following the infarction and those with no significant psychopathology.
Compared to the other two groups, patients with psychiatric morbidity before the infarction were more likely to be unmarried, unemployed and to have received previous psychiatric treatment. They also obtained higher scores for neuroticism and psychoticism on personality assessment. Patients whose symptoms have been precipitated by the infarction resembled the psychologically healthy group with regard to their demographic characteristics and personality.
Their symptoms tended to be transient, improving without special psychiatric treatment.
Psychiatrists have repeatedly stressed the high prevalence of psychiatric morbidity among medical patients (Culpan et a!, 1960; Lipowski, 1967; Maguire et a!, 1974) and have demonstrated a positive associ ation between psychiatric and physical disorder (Eastwood, 1975 ). Yet reported rates vary widely, even among patients suffering from a well-defined illness such as myocardial infarction (Hackett et al, 1968; Cay et a!, 1972; Stern et al, 1976 ). This variation is attributable to differences in selection criteria, the variable time between onset of illness and psychiatric examination, and the lack of standardised methods of assessment.
In the course of the study of men who had recently suffered an acute myocardial infarction (Lloyd and Cawley, 1978; 1982) we defined three subgroups consisting respectively of those patients whose psych iatric morbidity antedated the infarction, those who developed psychiatric morbidity immediately follow ing the infarction and those without significant psychopathology.
The diagnosis of psychiatric illness in a medical setting poses special problems. Indeed it has been suggested that the psychiatrist's traditional diagnostic models are not applicable to the common problems which confront the physician (Strain, 1981) . This applies especially to psychological symptoms which develop as a reaction to physical illness. A number of affective and behavioural changes can be observed to accompany illness (Lloyd, 1981) but there is no consensus regarding their classification or their relationship to primary psychiatric illness. Further more, few studies have distinguished clearly between psychiatric morbidity precipitated by illness and that which preceded it.
In any large group of physically ill patients a substantial proportion would be expected to have prior psychiatric illness, either by chance association or because the psychiatric disorder has played an aetiological role in the development of physical pathology. It is clearly necessary to look separately at these patients if the psychological reactions to illness are to be understood.
Our aim in this paper is to compare the demographic characteristics, personality and outcome of patients in the three subgroups we identified.
Methods
The selection of patients, their management and physical complications have been described in a separate publication (Lloyd and Cawley, 1982) . One hundred men who had survived a first acute myocar dial infarction were interviewed one week after admission to a coronary care unit. Demographic data were recorded in a standardized manner and this information included the patient's marital and employ ment status, previous treatment for psychiatric illness, loss of parent by death or separation for at least one year before the age of 15, and history of psychiatric treatment among first degree relatives. A detailed assessment of work, social, family, marital and sexual adjustment was made according to the Scaled and Structured Interview for the Assessment of Maladjust were re-interviewed four months later and 92 per cent twelve months later. On each occasion the SSIAM and SPI were administered again and patients also com pleted the Eysenck Personality Questionnaire (EPQ) (Eysenck and Eysenck, 1975) .
Results

Psychiatric morbidity
One week after admission, 35 per cent of patients were diagnosed as having psychiatric morbidity and were assigned psychiatric diagnoses according to the 8th Edition of the International Classification of Diseases. There was no sharp demarcation in total scores on the SPI between these patients and those regarded as psychiatrically healthy. Patients were specifically questioned about the duration of their mental symptoms and additional information was obtained from relatives, general practitioners and hospital notes when available. On the basis of this evidence 16 patients were judged to have been psychiatrically ill before their heart attack (Group 1) while in 19 (Group 2) psychiatric morbidity had been precipitated by the infarction. The remaining 65
(Group 3) were not considered to have clinically significant psychiatric morbidity. Group 1 patients had a wider variety of diagnoses than those in Group 2; in TABLE I the latter, symptoms were affective in nature with the exception of one man who developed an acute psychotic reaction characterised by a paranoid delu sional system without evidence of cognitive impairment.
Demographic characteristics
The demographic characteristics of the three groups are shown in Table I .
Group 1 patients compared with the combined patients from the other groups were less likely to be employed at the time of the infarction, less likely to be married and more likely to have had treatment for previously diagnosed episodes of psychiatric illness. On each of these items patients in Groups 2 and 3 did not differ significantly from one another.
SSIAM scores
These are shown in Table II . Group 1 patients had significantly higher levels of maladjustment than Group 2 patients on the social, family and marriage scales. Groups 2 and 3 did not differ on any of the five scales.
Physical morbidity
Thirty patients had experienced angina before the infarct and they had higher mean psychiatric morbidity scores at one week (12.30; SE 1.88) than patients who had not experienced angina (8.17; SE 0.77, t = 2.37, P <0.05). There was no significant correlation between psychiatric morbidity and the overall severity of the infarct as assessed by the Norris Coronary Prognostic compared with regard to previous history of angina, mean Norris scores and the need for D.C. countershock or temporary cardiac pacing. No dif ferences were found for any of these items. There was therefore no evidence that acute psychiatric morbidity was more likely to develop in patients who had experienced severe attacks or who had undergone special therapeutic procedures.
Psychiatric morbidity at follow-up interviews
The psychiatric status of the patients in the three Groups at each of the interviews is shown in Table III .
Most patients in Group 1 remained psychiatrically ill throughout the follow-up period, with 75 per cent of those interviewed being assigned a psychiatric diag nosis 12 months after the infarction. In contrast, Group 2 patients improved with time so that only 25 per cent of those interviewed at 12 months were considered to have significant psychiatric morbidity.
Eleven new cases (19%) among Group 3 patients were diagnosed at 4 months, this number dropping to 6 (11%) at 12 months.
These findings can be expressed in terms of the total psychiatric morbidity scores of patients seen at consecutive interviews, with comparisons being made using the paired t-test (Table IV) .
Group 1 patients showed no significant change in scores between one week and four months nor between four months and 12 months. Group 2 patients showed a significant fall in scores between one week and four months but no further reduction between four and 12 months. For patients in Group 3 there was a significant increase in scores between one week and four months, largely accounted for by the 11 patients who had developed clinically significant symptoms and who were assigned psychiatric diagnoses at four months. There was a fall in the scores of this Group between four and 12 months but not to a statistically significant extent.
The records of the 11 patients of Group 3 who were assigned psychiatric diagnoses at the four month interview were examined to discover factors which might predict the late development of symptoms. For this purpose they were compared with the 46 patients of Group 3 who remained well mentally during the four months following their infarction and who attended for the second assessment (Table V) .
Patients who developed late psychiatric morbidity When the EPQ scores were examined by analysis of variance there were significant differences between the Groups in mean scores for neuroticism and psychoticism (Table VI) . Patients in Group 1 obtained higher scores than those in the other Groups for each of these dimensions. Groups 2 and 3 did not differ on any measure of personality.
Discussion
The results of this study underline the importance of characterizing the nature of psychiatric morbidity when assessing outcome and response to treatment following myocardial infarction. Two groups of patients were identified, according to whether they had been psychiatrically ill prior to the infarction or had developed psychiatric morbidity during the week following infarction. This distiction was made clini cally, being based on the duration and content of symptoms. We believe the distinction to be a valuable one because the two groups differed with regard to some of their demographic characteristics, social adjustment, personality and duration of symptoms.
Psychiatric morbidity preceding the cardiac illness tended to persist throughout the follow-up period.
Patients affected were more likely to be unemployed and unmarried at the time of the infarction; both these factors are known to be correlates of psychiatric illness. They were also more likely to have received TABLE V had significantly higher scores for family maladjust ment and psychiatric morbidity at one week; they also had higher neuroticism scores on the Eysenck Per sonality Questionnaire at four months. Nine of these patients were interviewed again at 12 months when only four still had significant morbidity. Two other Group 3 patients had developed psychiatric morbidity precipitated by events unrelated to the heart attack.
Comparison of Group 3 patients who remained well with those who developed clinicaily signiflcant psychiatric symptoms by four months
Group 1(n = 12)Group 2(n = 17)Group 3(n = 56) MeanSEMeanSEMeanSESignificanceNeuroticism14.001.849.471.237.840.72F = 6.34; P<0.01Extraversion9.921.709.241.1912.110 In contrast the psychiatric symptoms apparently precipitated by the infarction tended to be transient and the majority of these patients were no longer assigned psychiatric diagnoses at the follow-up inter views. Their demographic characteristics, adjustment and personality did not differ significantly from those in patients without psychiatric morbidity. In other words they resembled the â€oe¿ wellâ€• group more closely than the psychiatrically ill group although on a number of assessments their scores were intermediate between the two.
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With the exception of one man who developed an acute psychotic reaction, the symptoms precipitated by the infarction were of an affective nature, consisting of depressed mood with or without anxiety. In content as well as timing they were intimately related to the cardiac illness, particularly to its perceived implica tions on future activities and longevity. An earlier study has compared the depression following heart disease with a grief reaction, emphasising the absence of biological symptoms and the resemblance to a normal and appropriate response to an external loss (Verwoerdt and Dovenmuehle, 1964 (Goldberg and Blackwell, 1970) . More recently a community study by Tennant et al, (1981) showed that half the cases identified had remitted when patients were re-inter viewed one month later, remission being associated with recency of onset, the occurrence of recent threatening life events and subsequent â€oe¿ neutral isingâ€• life events. The authors concluded that while affective disorders occur frequently, a large proportion are related to life events, are quite brief and do not require treatment. It was proposed that they might better be regarded as normal distress syndromes. The results of the present study naturally raise the question of the place of the psychiatric treatment following myocardial infarction. An eminent cardiolo gist has asserted that in most cases the physician can handle simultaneously both body and mind in his treatment of disease and that only rarely is specialised psychiatric treatment required (White, 1951) . Our findings support this view and indicate that the exceptions are to be found among patients whose pychiatric illness preceded their heart attack and those few whose symptoms become persistent.
These observations do not necessarily apply to other illnesses, such as malignancies or diabetes, which take a more chronic course than myocardial infarction. Moreover by restricting our study to a single illness our numbers are small and similar studies need to be carried out in different groups of patients. Our findings suggest that psychological symptoms precipitated by an acute illness like myocardial infarction need separate consideration and different management from those met with in patients whose symptoms preceded the physical illness.
